Health promotion is increasingly accepted as a desirable component of occupational health (Fielding, 1984; Kirkpatrick, 1985; Parkinson, et aI., 1981) . Health promotion programs are sometimes provided independent of the traditional medical, safety, and hazard control activities carried out by occupational health professionals. However, these programs also rely primarily on the resources and abilities of the in-house staff for program implementation and supervision (Iverson, Fielding, Crow, & Christenson, 1985) . The availability of staff already committed to health, the easy access to large populations of adults, the ability to manipulate the environment and climate of support have made the worksite very attractive to proponents of health promotion (Cohen, 1984; Green, 1984; Iverson, et at, 1985; Parkinson, Beck, Collings, Eriksen, McGill, Pearson & Ware, 1981) . In fact, Green (1984) suggests that some of the "most impressive" health promotion interventions for adults have been in worksites.
Although definitions of health promotion are increasingly including FEBRUARY 1986; VOL. 34, NO.2 environmental supports and targeting group as well as individual behavior (Green, 1984; Kar & Berkanovic, 1984) , the health promotion movement has historically been predominantly concerned with individuals' behavior and their personal responsibility for their health (Green, 1984) . This issue of responsibility and assumption that an individual's behavior is the primary focus of intervention efforts can create conflict for occupational health professionals. Traditionally, occupational health and safety programs have focused on protecting workers from job-related hazards and engineering controls have been preferred to behavioral controls (Cohen, 1984) .
RE-EXAMINING THE ROLE OF HEALTH PROMOTION PROGRAMS
However, the proliferation of health promotion programs, their dependence on in-house staff (Iverson, et al., 1985) , and the potential for max-
A variety of experts are increasingly calling for synthesis ofhealth promotion and health protection objectives and activities.
imizing personal health while improving productivity has led to a willingness to re-examine these assumptions. In 1982, Donald Millar, the Director of the National Institute for Occupational Safety and Health, called for the establishment of a Working Group on Health Motivation. The group was charged with coordinating the Institute's activities in hazard control with its new activities in health promotion. Participants included experts in engineering, behavioral science, industrial hygiene, nursing, and related specialties.
In his paper (1984) , reporting relevant programmatic issues identified by the group, Alexander Cohen, the chair of the Working Group emphasized the complementarity of worksite health promotion and worksite health protection. The working group concluded that the self-care orientation of health promotion may be translated to "stricter adherence to safe work practices," and "increased alertness to job hazards," Interestingly, Kar and Berkanovic (1984) concluded that the health promotion literature has tended to ignore safety and accident behaviors. Therefore, a variety of experts are increasingly calling for synthesis of health promotion and health protection objectives and activities.
Unfortunately, relatively little is known about the beliefs and practices of current occupational health professionals with respect to these potentially conflicting program goals (health promotion, hazard control, and accident prevention or safety). The literature has been predominantly descriptive of program components, extent of worker participation, and individual participant outcomes (Parkinson/ et el., 1981i Iverson, et et, 1985 . These studies have not examined differences among professional role groups in the field of occupational health. One exception, a study examining occupational health nurse counseling practices with respect to health promotion and worker protection, compared occupational health nurses with primary care physicians. However, there were data only for the health promotion counseling practices of physicians and no comparisons were drawn with the other role groups responsible for occupational health at the worksite (Jordan-Marsh, 1985) . Clearly, health educators, industrial hygienists, nurses, physicians, and others responsible for workers health will have to cooperate to maximize limited resources of time and money if traditional occupational health goals are to be synthesized with health promotion goals. This practical synthesis may be greatly aided by knowledge of the occupational health professionals' current commitment to these goals as ideals and the extent to which they are Incorporated in current practice.
Therefore, the purpose of this paper Is to provide a basis for understanding the expectations and current practices of the role groups most likely to be responsible for carrying out this synthesis -or at least permitting it to happen at their worksite. The objectives of the study are to determine a) the extent to which the three goals of health promotion, accident prevention, and hazard control are a priority of occupational health professionals responsible for health education at the workslte, and b) the congruence between ideal and actual goals and consensus on these goals within the role groups.
METHODS
The study was a multistage survey with several phases of analysis and reporting. In the first stage of the study (the subject of this report), a self-administered questionnaire was mailed to active occupational health 64 Health educators need to be able to articulate their own priorities and come to a consensus about their roles in worksite education programs.
professionals. Data were collected between November 1982 and April 1983. A random sample of 1,953 individuals was systematically drawn from a combined list of 11,000 potential subjects compiled from the registers of professional associations. Post card reminders and second questionnaires were sent to nonrespondents.
The result was a 34 % return rate (n = 671). Examination of differences between respondents and nonrespondents is detailed in Vojtecky, Kar and Cox (1985) . To summarize: a random sample of nonrespondents (n = 290) were contacted again by mail and telephone in order to permit comparisons with respondents. Seventy percent of the respondents said they did not answer the questionnaire because they did not provide worksite health education. On the other hand, 57% of the original survey respondents reported that they were responsible for health education at one or more worksites. Given this discrepancy, Vojtecky and colleagues suggest that the response rate would have been substantially higher if individuals who were not responsible for worksite health education had been excluded from the original sample list. These researchers, recognizing that even random sampling sometimes produces skewed samples, argued with the support of the literature that the 30% figure obtained In the following survey was the best available estimate of the proportion of occupational health professionals involved in workplace health education. Thirty percent of 1,953 (the original random sample list) would provide an estimate of 586 individuals expected to have worksite health education responsibilities. Therefore, the 385 professionalswho did respond to the survey and did Indicate that they were responsible for worksite health education might be said to represent a 66% return rate.
The questionnaire on occupational health education consisted of 119 items, predominantly with forced choice responses. The first phase of the analysis was reported by Vojtecky, et al, (1985) . That report presented a description of respondents and comparisons of professional role groups in terms of training in health education, nature of health education messages, program Objectives, and educational methods used. In this report the focus is on examining the extent to which health promotion, accident prevention, and hazard control are valued by different role groups and whether they are part of the groups' current occupational health education activities. The role groups were classified on the basis of responses to questions which asked current occupation, degree, and educational major while in school. The groups included nurses (RN), physicians (MD), industrial hygienists (IH) and "others." The latter group included social workers, university professors, management personnel, and other miscellaneous occupations represented in numbers too small to report separately.
QUESTIONS OF INTEREST
The questions of interest were: 1) "In general, what is the nature of your health education message? (Check all that apply)." The choices were: "Health promotion (encouragement of healthy lifestyles such as not smoking and exercise), safety (accident prevention); and control of exposure to toxic substances or dangerous physical agents." 2) A set of three Likert-style questions with five response options ranging from strongly agree to strongly disagree, required endorsing the importance of hazard control, safety, and health promotion as a major focus of occupational health education programs. Explanations of what was meant by safety hazard control and health promotion were provided, Safety was defined as accident prevention. Hazard control was defined as the "control of exposure to toxic substances or dangerous physical agents such as heat or poor housekeeping conditions (such control may take the form of proper clothing or correct respirator use for example). major focus of occupational health education. Results were the same for the "others" group, followed by physicians (91%). Eighty-six percent of the nurses endorsed hazard control as a major focus of an education program, as did 79% of the health educators. These differences were also statistically significant (df == 16 == 27.45j e<·05). Actual Foci In Current Program. The proportion of members of each professional role group who identified one or more of these content areas as characteristic of the messages provided in their current programs is presented as part of the data in Table   2 . Almost all of the nurses (98%) reported that health promotion was a characteristic of their current occupational health education messages. Physicians were next with 85% reporting that health promotion is part of their current health messages. Health educators were third with almost two thirds characterizing their current work as dealing with health promotion. Finally, industrial hygienists were last with less than one third reporting that health promotion was part of the message in their current occupational health education program.
Physicians are most likely (78%) to characterize their current work in terms of an accident prevention focus with nurses a close second (70%). greatest proportion (96%) of professionals endorsing this as a focus of the program. Physicians were clearly second with 89%. Health educators were third (75%), followed by the "others" group. Industrial hygienists were the least likely (66%) to see health promotion as a focus in an occupational health program. Differences among the role groups were statistically sig-
Safety, or accident prevention, was also most likely to be endorsed by the nurses (93%), with physicians close behind (92%). Health educators (84%) were next and industrial hygienists (62%) were least likely to endorse safety as a major focus of an education program. These differences among role groups were significant (df == 16, )(2 == 81.34j 2 == .001).
Almost every industrial hygienist (96%) endorsed hazard control as a
RESULTS
Subjects. Respondents were asked to indicate how strongly they endorsed health promotion, accident prevention, and hazard control as a major focus of an occupational health education program. Respondents were also asked to describe the program they were currently responsible for as addressing one or more of those areas in their educational messages. Professional role groups were then rank ordered twice. First, in terms of the proportion of members endorsing a specific area as a desirable focus of an education program. Second, in terms of the proportion of members reporting a specific content area in their messages. These rankings were then compared.
Program Foci. In Table 1 , the percentage of respondents who agreed that a specific focus was important in an ideal occupational health education program are reported by professional role group. With respect to health promotion, the nurses had the als to lead healthier lifestyles by not smoking, losing weight, exercising, etc." It should be noted that the data come from self-reports. We have not examined any program personally. Table 2 ). bPractice Congruence = Difference Inpercentage ofrespondents (actual-ideal) for the role group waslessthan unweighted mean difference for ail role groups for that program focus.
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The "others" group is third (64%), followed by industrial hygienists (51%), and finally, health educators (31%).
Almost all the industrial hygienists (98%) described hazard control as characteristic of their current educational messages. The "others" group (94%) was second. Physicians were third (77%); health educators, fourth (56%); and nurses last (50%).
Rank Ordering Comparisons. The rank ordering of professional role groups based on their endorsement of health promotion as a focus in an education program is the same as the rank ordering by report of actual foci in current programs. However, with respect to accident prevention, the correspondence between rank order on endorsed versus actual disappears. Rank orders correspond again on the issue of hazard control as a program focus. The extent of the discrepancy between what is endorsed as ideal and what is reported as practice varies with the focus in question. For health promotion, as seen in Table 2 , the discrepancy increases as the rank order of the role group drops. There is a growing gap between what is thought to be important and what is practiced. Nurses are an exception in that they are slightly more likely to report including health promotion in their current programs than to say that it is a focus for the education program.
Results are less consistent by rank order for accident prevention. Here, industrial hygienists show the least discrepancy and health educators the greatest. When considering hazard control, industrial hygienists have the closest correspondence between what they endorse as important and how they characterize their current practice. Nurses and health educators have large discrepancies such that they endorse hazard control as an important focus, but are not including this in their current occupational health education programs. The groups that are most likely to endorse health promotion (nurses and physicians) as well as the groups most likely to endorse hazard control (industrial hygienists and the "others" group) do it with the greatest congruence between endorsement and reported practice. The groups that are least likely to endorse health promotion ("others" and industrial hygienists) and the groups least likely to endorse hazard control as a desirable focus (nurses and hearth educators) have the greatest discrepancy between what they endorse and how they practice occupational health education. The results are more mixed for accident prevention where the largest gap between endorsed and actual is for the health educators and next largest is for the nurses. Table 3 displays the extent of internal consensus within role groups in terms of their agreement that a specific focus was important, the priority given to the focus relative to other role groups and the extent of congruence between endorsed and actual focus in the current practice of the role group members. For this Table, the "others" group is not included as there is no reason to expect that there would be agreement within this set of respondents who were grouped arbitrarily in the reporting of findings.
Internal consensus was rated as "yes" if at least 80% of the role group rated the focus as important in an education program. Nurses and physicians showed the greatest internal consensus with at least 80% of both groups agreeing that all three program foci were important. Industrial hygienists and health educators showed the least agreement as there was consensus only on hazard control for the hygienists and consensus only on accident prevention for the health educators.
Groups were rated as "practice congruent" if the difference in the percentage of respondents reporting an "endorsement" subtracted from the percentage of respondents reporting the focus as "actual" was less than the unweighted mean difference for all role groups for that substantive area. Physicians had the greatest practice congruence with yes ratings for all three foci. Nurses were rated as practice congruent for health promotion and accident prevention. Industrial hygienists were clearly practice congruent for hazard control. Although there is apparent congruence on accident prevention, this "congruence" should be interpreted carefully given the lack of internal consensus. Similarly, health educators are rated as practice congruent for health promotion but lack internal consensus on this dimension. FEBRUARY 1986; VOL. 34, NO.2 It may be time to reexamine the core assumptions of occupational health nurses. DISCUSSION Health promotion is, apparently, of great concern to nurses and physicians. For both groups, there was internal consensus and practice congruence indicating their belief that this focus is important in occupational health education programs. It is not clear to what extent this pattern is a recognition of the accumulating evidence of the benefits of health promotion at the worksite (Fielding, 1984) , or acceptance of the Surgeon General's goals for the nation (United States Department of Health and Human Services, 1980 ). An equally viable explanation is the correspondence between the aims and strategies of health promotion and the orientation to individuals and their health practice. Health promotion, for adults, requires knowledge of chronic health problems, their diagnosis, prognosis, treatment, and preventive measures. This knowledge has long been the bailiwick of physicians and nurses in any health care setting. Correspondingly, this knowledge has been less important in the preparation of other occupational health care professionals. On the other hand, knowledge and strategies of safety and hazard control, particularly the latter, have not been emphasized in the training of physicians and nurses and may only be familiar to those who express a particular interest in this field. In fact, the acquisition of the requisite knowledge and skills is often in the form of "on-the-job training" and/or continuing education.
The success of that training and socialization can be seen in the high consensus and congruence between practice and standards with respect to accident prevention for both physicians and nurses. However, hazard control is less straightforward. Physicians tended to agree that hazard control was important to include and were fairly congruent in their practice. Nonetheless, physicians do not appear to give hazard control a higher priority than accident prevention or health promotion. Nurses, on the other hand, agreed that hazard control was an important focus but showed a dramatic gap between what they endorsed as important and their current practice. It could be useful to know if this reflects an expectation that hazard control is the responsibility of the industrial hygienist who is specially trained for this work. Alternatively, nurses may lack knowledge of hazard control and/or hold a belief that the nurse cannot influence what may be perceived as an engineering process.
The responses of industrial hygienists were somewhat predictable. Hazard control was an almost exclusive pre-occupation. Although, as Table 2 indicates, many industrial hygienists feel that in the abstract, both health promotion and accident prevention are not irrelevant to worksite health education. The relatively low level of concern with accident prevention should provoke further study. It is unlikely that engineering controls will ever be the complete answer to occupational health problems. Individual safety habits will always be an important variable even when protective measures are available.
The portrait of health educators is perhaps the most perplexing in that agreement was reached only in the case of accident prevention as an important focus for occupational health education programs. There is an impression of confusion about how to structure worksite health education programs. While this may be an artifact of the small sample size, it may reflect the state of the field of practice for worksite health educators. As noted earlier, there are relatively few health educators, and their roles are often defined by the employer. In addition, it may be that they experience competition with other occupational health professionals that leads to role blurring and confusion over foci and responsibilities. However, the background and training of health educators as specialists in health behavior and learning could provide the base for facilitating the desired synthesis across the different content areas. Health educators need to be able to articulate their own priorities and come to a consensus about their roles in worksite health education programs. The alternative is that their role functions may be usurped by other disciplines (McGovern, Richard, Christenson, Froberg & Abanobi, 1985) .
The findings of this survey clearly indicate that the four major role groups with responsibility for health education at the worksite have sufficient commitment within the various groups to facilitate a synthesis across the three content areas. However, there is a large enough discrepancy between endorsed and actual foci within all role groups to indicate that there is a great deal of work ahead.
NURSING IMPLICATIONS
Occupational health nurses need to become clear on the extent to which they wish to be responsible for health education at worksites. In particular, attention should be given to the hazard control focus in the health education programs for which nurses are responsible. A recent national study of master's prepared occupational health nurses suggested that relatively few graduates have three or more credits specifically in industrial hygiene courses (McGovern, et aI., 1985) . The authors observed that it is difficult to compare curricular content as many topics are Included In generic courses. However, hazard control was not a priority in their plans for continuing education, suggesting that there is little Interest for this area. In the future, It may be valuable to survey classroom hours and practlcum experiences specific to health promotion, accident prevention, and hazard control, and contrast that preparation with current practice and priorities.
Hazard control, for example, might require assumptions and strategies that are divergent from those which are characteristic of current occupational health nursing practice. Health promotion, as an illustration, is usually undertaken in groups but is ultimately directed to the individual who is seen as responsible for their own behavior. Hazard control, on the other hand, requires an assumption that management and/or engineers bear responsibility. Hazard control, therefore, requires an assumption that the environment is a more desirable target for Interventions than the individual (Cohen, 1984) . The differences 68 OCcupational health nurses need to decide if they will have a prominent role in the social and medical services . . . between these orientations bear closer scrutiny. A preference for dealing with the individual may have become a limiting factor (Green, 1984) .
It may be time to re-examine the core assumptions of occupational health nurses. Intense coursework In public health has been the hallmark of a baccalaureate nursing education. Yet, a national survey of registered nurses in 1980 (Bentley, Jones, Kendall, Moulton, & Savia, 1982) indicated that 82.6% of the nation's occupational health nurses held diplomas or associate degrees. Therefore, the environment and group orientation that has traditionally been associated with public health is not necessarily part of the occupational health nurse's background orientation. However, additional coursework in public health may not prove an easy solution. Green (1984) suggests in his comprehensive review of the current field of public health, that public health workers have come to have a limiting focus on psychology and the individual. He calls for research and "inventive applications of theory from sociology, political science, economics, and anthropology" (p. 230),
The nursing literature is rich with models for practice that outline a comprehensive orientation that embraces the full range of social sciences (Meleis, 1985; Riehl & Roy, 1980) . However, there is a recognition that the concept of the environment is now the least developed construct in nursing (Flaskerud & Halloran, 1980) . Occupational health nurses need to decide if they will have a prominent role in the synthesis of the social and medical sciences occurring at the worksite or If they will, by choice or defeult, delegate this responsibility to other role groups in occupational health.
